Breast cancer kills about 40,000 women annually across the globe [1] thus being the primary cancer cause among women. Over 1.2 million females are diagnosed with by breast cancer on annual basis globally. There is a varying rate within the international with a range of between 3.9 individuals against 100,000 in Mozambique and 101.1 in the United States [1] . 16.6-29.9 cases per 100,000 persons. These low rates have been attributed to low screening rates and incomplete reporting. Breast cancer cases in Africa are characteristic of; high cost of screening, presentation with the advanced disease, inadequate information about breast cancer incidence, and inaccessibility of facilities significant for the screening purposes [2] . Between 2010 and 2012, this was the mainly diagnosed form of cancer amongst Kenyan women with about 80%-90% of the presented cases with stage 3 and 4 of the ailment, when treatment cost is high with low survival chances [3] . One out of every nine Kenyan tested positive with breast cancer at its advanced levels [4] . Majority Kenyan women start the diagnosis of breast cancer just as a death penalty, delaying their health seeking behaviour. The belief that breast cancer is incurable necessitates delay as other options that are culturally acceptable are excavated in tandem with the edifying characterization of the disease [5] . The emergence of breast disease and the subsequent development of cancer tend to be more aggressive in young women compared with breast cancer progression in the older population [6] . Young women aged 20-29 years with breast cancer experienced mortality rate of 72.4% from the diseases. The high mortality rate among young women mainly due to lack of breast cancer awareness [6] . Early detection of breast cancer plays an important role in reducing its morbidity and mortality. Breast self-examination (BSE), mammography, and clinical breast examination (CBE) are considered as screening methods for early detection of breast cancer [7] . Although, there is debate surrounding the efficacy of routine BSE in early detection of breast cancer [8] . BSE is still an important screening tool for early detection of breast cancer in developing countries, because it is cheap, widely available, and does not require complex technical training [8] . Overall, practicing BSE could provide an opportunity for women to know how their breasts normally feel and able to notice any changes in their breast tissue [9] . This complements the breast health awareness education and supplements women with knowledge on what to do when a lump is detected. Despite the relative benefits of BSE, its application remains low [10] . Studies conducted among women in Bushehr, a city in south of Iran, showed that only 41.9% had performed BSE in the past and 7.6% of them performed it regularly. Similar results were found among Malaysian female, which showed only 36.7% conducting BSE practice. In a recent research, young Malaysian female were noted not know how to perform a BSE [11] . In some, a lack of awareness regarding the necessity of regular BSE has an impact on the engagement of this screening practice i [7] . Therefore, understanding the student's beliefs regarding BSE can be used to design appropriate educational interventions to promote this screening behavior [12] . According to a research report by the Kenya Medical Research Institute (KEMRI), in the year 2006, barely 2 out of 87 hospitals within Nyanza could provide expert breast screening services, suggestive of inaccessibility principally
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Abstract
Breast cancer kills about 40,000 women annually across the globe. Worldwide there is rise in new case of breast cancer; most of these cases are reported in developing countries. In Africa breast cancer is characterized by presentation with the advanced disease, inadequate information about breast cancer's incidence and inaccessibility of facilities significant for screening purposes. In Kenya, most cases of breast cancer are presented with stage 3 and 4 of the disease. It is important to examine the establishment of breast health education in the curriculum and school setting, the level of breast screening awareness, accessibility of screening facilities and the role socio-economic, demographic and cultural beliefs, students' attitude and fear of the uptake breast cancer screening. The aim of this study was to analyze the factors that affect the uptake of breast self examination among students in secondary schools in Kisii south sub-county. Health belief model formed the basis for this study and data was collected using interviews administered through questionnaires. The study targeted secondary school students of ages 13-22 years randomly sampled from 147 students. The schools from the sub-county were systematically sampled and data obtained was analyzed using both descriptive and inferential statistics. Descriptive statistics include frequency chart and table while inferential statistics include Pearson's chi-square (X 2 ) and correlation analysis. The statistical package for social science, SPSS, was used for computer statistical analysis. 75.5% of the respondents had never undertaken any form of breast screening. The research found significant association between SECD, psychological factors, institutional factors and student levels of knowledge about breast cancer with breast cancer screening uptake. Students with a lower social economic status were found to be less likely to undertake screening services. The study findings will help the ministries of Health and Education to formulate policies that are directed at promotion of early breast health seeking behaviour among the students.
to the country populous. Very limited laboratories have the required equipment for undertaking the breast cancer research [13] and the current infrastructure in cancer management that is unable to handle all recently diagnosed cases. Based on a report by [14] , schools are excellent points of contact for young people to acquire knowledge and attitudes. Moreover, they are receptive to information in school compared to any other environment, hence the need to explore the role of schools in promoting breast cancer screening [15] proposed that, school health promotion should provide curricula to empower teenagers with competency in taking reproductive health actions and that screening be undertaken by qualified health personnel. The ministry of health (MOH)-gave recommendations on the establishment of youth friendly services in existing education facilities to promote their reproductive health [16] . Many factors however are bound to affect breast health awareness, breast self-examination (BSE) and screening among secondary school students. It, therefore, becomes necessary to acquire information on the different factors that discourage screening among students, their allocation and how significant they are in the decision making process in the participation of breast cancer screening.
Statement of the Problem and Justification
Globally, there is a rise in the incidences of breast cancer and this is more prominent in the developing nations. The rising breast cancer incidence rate in Kenya is a major concern in the women's health, yet little research has been done to impede the rise. The number of females referred from Kisii level 5 hospital to Kenyatta National hospital for specialized levels of cancer screening, diagnosis and the successive treatment raised from 54 in the year 2012 to 96 in 2013 which translated to approximately 78% increment. About 32% of the cases that had been referred were presented with stage 3 and 4 of the disease. This increase in incidence, high mortality and presentation with advanced cases of breast cancer raised gaps associated to the level of awareness of breast cancer, BSE and screening among the adolescents in the county, considering that BSE alone greatly decreases the incidence of late cancer presentation [3] . Culture and religion are major determinants of health behavior [5] , yet perspectives of students regarding breast cancer haven't been widely studied. Though secondary schools are excellent agents for the socialization of the youth into responsible reproductive health, there was reluctance in adoption of Breast Health Education (BHE) in secondary schools and very little deliberate effort had been made to reach the students. If the factors affecting BSE and clinical screening among students were not investigated, it would impede equity in access to healthcare among vulnerable girls in secondary schools hence increase the incidence and mortality associated to late breast cancer reporting. It would also be impracticable to understand the various factors that discouraged or encouraged participation of the youth in BSE and clinical screening for which there is little information.
Methodology

Research design
This study used cross sectional survey research design. This design was preferred in to obtain diverse information about the students' attitudes, opinions and habits related to breast screening uptake using questionnaires and interviews. It was also flexible, easy to administer and cheaper in data collection. In this study, information about the factors that influence early screening for breast cancer among secondary school students was sought from students and teachers using questionnaires and interviews respectively, supplemented by secondary data sources which included; the secondary school syllabus, ministerial policy frameworks and the WHO school health policy framework. This data was processed to provide descriptive data.
Variables
The dependent variable was the uptake of breast screening for breast cancer, whereas the independent variables was; the secondary school curriculum and setting, distance to screening facilities, SECDs, attitude, perceptions and feelings about breast cancer, BSE and breast cancer screening.
Study area
This study was carried out in, Kisii south sub-county Kenya. It is located on latitude 0.6° and longitude 34.75°. See map attached (appendix II). All the 15 secondary schools within the sub-county were identified and included in the study.
Study population
The target population was the secondary school students in Kisii south sub-county. All the students aged 13-22 years in the selected schools were targeted. The study area had an estimated secondary school student population of 7100. See attached list of secondary schools within the study region (appendix III).
Sampling procedure
Schools: All secondary schools in the sub-county were identified and included in the cross sectional survey research to provide a larger and more representative sample.
Students:
The students were picked from each secondary school by simple random sampling and proportionately (to the entire student population in the sub-county) until the desired sample Size was attained. This guaranteed that extra students were picked from schools with more students. Equally, the proportionate percentage of students in each form was used to determine the participants within each school. Simple random numbers were assigned to all students from class registers and using the Table of random numbers the students were selected for inclusion in the study until the desired percentage was found in each form and school respectively. Since the target population was less than 10,000, the final sample estimate (n f ) was calculated using the formula: Therefore the minimum sample size to be obtained was 147 students picked randomly and proportionately from each of the schools.
Construction of research instruments
Structured and open ended questionnaires to be used in the study were constructed from the objectives of the study. This ensured that each item related to a specific objective. Considerations were made for how information obtained from each item was to be analyzed. The items were concise, in a logical sequence and with adequate information. Some items were to be rated on the Likert scale.
Pilot study
The questionnaire were pretested in 3 of the 12 randomly selected secondary schools in Kitutu chache south sub-county whose sample was similar to the actual sample. The questionnaires were self-administered and participants were encouraged to make suggestions about the instructions, clarity of questions and relevance.
Validity and reliability
Validity: The validity of the questionnaire was based on expert opinion and a field test. The supervisors and a panel of experts examined the questionnaire and the appropriate changes they recommended on; content, construct, criterion and face validity will be made in consideration of the field test results.
Reliability:
A pilot test was carried out involving at least 30 respondents not included in the actual sample to obtain data that was analyzed by SPSS to determine the reliability coefficient. Furthermore, the split-half technique was utilized in assessing the reliability of the questionnaire.
Data collection and analysis
Data collection: Sources of data were both primary and secondary. Secondary data was obtained by analyzing the K.I.E Syllabus to examine extent of the integration of Breast Health Education in the secondary curriculum. Primary data was collected using pretested structured and open-ended questionnaires. Interviews were used to get in accurate data. The type of data to be gathered included; awareness and practice of B.S.E and breast cancer screening, Level of establishment of B.H.E in the curriculum and school setting, role of socio-economic, cultural and demographic factors, role of fear and attitude in the uptake of BSE and breast screening uptake.
Data analysis:
The data collected was analyzed using the statistical package for social sciences (SPSS). Frequency charts and proportions were used to compare the student's responses to B.S.E and breast cancer screening uptake. Chi square coupled with correlation analysis were used to determine the association between; Level of breast cancer, BSE and screening awareness with uptake of screening curriculum, school setting and breast health education with BSE and screening uptake. Access to screening facilities with screening uptake, SECDs with students' uptake of BSE and breast screening and the relationship that do exist between the variables themselves Students' attitude and fear on uptake of BSE and breast cancer screening. In analyzing secondary data, the total number of subtopics that cover to any extent B.H.E was identified from the syllabus and policy statements and then percentages were used to find out how frequent B.H.E and screening were presented to students in the secondary curriculum and school settings.
Ethical and logistical considerations:
Permission to carry out the study was sought from the board of post graduate of JOOUST and the University of Eastern Africa Baraton Ethical Review committee also from Kisii teaching and referral hospital, further clearance was sought from Kisii south sub county education officer. Information consent from the respondent was sought by adequate the objective was studied and completed consent form. Informed consent from the respondents was sought by informing them the objectives of the study and completing consent form. The respondents were assured of confidentiality with all the information that they provided in the questionnaire.
Results and Discussion
Introduction
This chapter presents the characteristics of the respondents, the main results obtained from the result analyses of the research findings discussion and conclusions. Table 1 gives the frequency of the gender of the individuals who turned out for the interview which can be clearly illustrated by Figure 1 of a pie-chart showing the proportion of male and female respondents during the process of data collection in various schools within the sub-county of Kisii south. Clearly the number of male students stood at 52% which surpasses the 48% of their female counterparts. This low number of female students can be attributed to the alleged male chauvinism in the region which only sees the male child as the viable creature to be educated as opposed to women whose roles are meant to sit at home and wait for time to come so as to be married.
Results
Gender of respondents:
The source of information about breast examination and screening: Out of the 147 respondents, 67 conquered to have heard of the existence of the breast cancer screening either within the subcounty or outside the county a number which in percentage form translates to 45.6%. This number raised the curiosity about the source of information for breast cancer screening ( Table 2 ). This information, as illustrated in Figure 2 , radio at 29.25% turned out to be the major source of information within the region owing to its outstanding advantages such as one being able to tune into the station of their choice and to the language which they are well acquainted to. This was surprisingly closely followed by internet at 27.89%. It is quite surprising as everyone wouldn't have wished internet to have come before television. However it is vital to embrace the fact that technology has come up so fast such that a lot of affordable internet enabled phones are readily available in the market together with the low costs of acquiring data bundles among the renowned mobile service providers such as Safaricom, Orange and Airtel. The last in the list is Nurse/Doctors who at 4.76% are rarely seen prior to booking appointments and even if one had to see them a consultation fee has to be paid as always the case which to me draws the needy at bay from accessing the necessary information from them. It surprises me and even the reader that only 11.56% of this information is accessed from the teachers who are always in constant contact with the students from the region. This mean one thing the education curriculum has put less emphasis on this menacing disease amongst many other factors to be addressed in later in the chapter.
The age of the respondents: Figure 3 illustrates the age groups of the respondents, majority being those ones falling between the age group 14-16 years at 52.4% followed by the ones aged between 17-19 years at 30.6% and lastly at 17% are those ones aged between 20-22 years. Figure 4 one can clearly see that very few have ever thought of carrying out or rather have carried out self-breast examination reasons coming out clearly towards the end of this analysis. Out of those who managed to carry out self-breast examination a greater percentage had the ability to do so without any problem as seen from Table 3 .
Uptake of self-breast screening examination: From
Clinical breast examination/screening: Majority of the respondents confirmed to have not taken breast screening/examination in the clinics within the region. 72% of them confirmed to have not done so either by self-examination or availing themselves to be examined or screened at the clinics within the region as shown in Figure 5 .
Educational sessions about breast health and screening:
Most of the times that health officers/nurses do organize breast health and screening educational sessions, majority of the students only attended once as exhibited in Figure 6 , above owing to the fact that may be the don't always see the relevance of doing so or rather poor of channel of communication within the school or still this can be attributed to location of the school from the health facility among other factors.
Secondary school curriculum on breast self-examination and breast screening:
Rarely do students learn about breast selfexamination and breast screening in the secondary school curriculum as highlighted by the high frequency in the Figure 7 above may be Table 3 : Ability to do self-breast examination. because the curriculum developers never taken into account the issue of breast-self-examination and screening as a matter of great importance to the students at still a tender age.
Training/seminars on breast self-examination and breast screening: Other factors held constant majority would expect that most of individuals to attend a training/seminar on breast self-examination and breast cancer screening given a chance at the moment. However this would not be the case as about 67.3% of the respondents still opted not to avail themselves should such an opportunity present itself as illustrated in the Table 4 .
Curable of breast cancer:
Something to smile about is that at least 58.5% of the respondents are aware that early breast cancer is curable as summarised in Table 5 . However majority still are not well acquainted with the consequences of presenting themselves with advanced breast cancer as illustrated in Table 6 .
Influence of institutional factor on breast cancer screening uptake
A table of correlation above highlights on the extent and nature of the relationship that exists between the dependent variable which is the uptake of breast screening and other variables of interest. It can be clearly observed from Table 7 above that both dependent variable and the variables proximity of the health facilities from home or school and cost of breast cancer screening is positively correlated with all the values lying with the accepted region of -1 and 1. This is further confirmed by their respective levels of significance which are well below the 0.05 set probability value. Predictors: Proximity of the health facility from home/school, Media used for advertisement and Education on relevance of breast screening in control of cancer. Both Tables 8 and  9 emphasizes on the significance of our model with all the variables, which can be termed as institutional factors being significant as 0.031 is less than the accepted probability value of 0.05. This in essence confirms that the uptake of breast cancer screening being our dependent variable is influenced by the above named institutional factors. Virtually each variable describes a 2.4% variation of the dependent variable as shown under the column of R square in Table 8 . Each factor's influence on the dependent variable is explained by the beta values in the table of coefficient below. The Standardized beta coefficients column in Table 10 explains the impact of each variable in determining the dependent variable. As one can see education explains about 15.1 percent of the dependent variable. This means that uptake of breast cancer is screening is much relevant to the educated than the less educated. Also of importance is the appreciation of media contribution towards uptake of breast screening as it explains about 3.4% of the dependent variable. Proximity which is also key affects 2% of the uptake of breast cancer screening.
Socio-economic, demographic and cultural influence on uptake of breast cancer screening/ examination among school respondents
There are significant associations between socio-economic and cultural factors on breast screening uptake respectively as exhibited by the outcome of the chi-square test carried on the relevant variables as shown in Table 11 . Tables 12 and 13 exhibits the relationship that exists between the uptake of breast cancer screening and the socio-economic and cultural influence. A highly significant positive correlation occurs between the religious beliefs that prevent students from taking breast examination/screening of breast cancer and the uptake of clinical breast screening (Chi-square value=76.973, df=3, p<0.05), (r=0.152, p=0.00) and out of 72% of the total respondents who did not undertake clinical breast examination, 85.03% attributed this to the existing religious beliefs in their respective communities (Tables 12 and 14 ). Socio-cultural factors have significant negative correlation with clinical breast examination (Chi-square value=57.837, df=2, p<0.05), (r =-0.52, p=< 0.05) and again another 85.03% of the total respondents did not undertake clinical breast screening due to socio-cultural factors (Tables 12 and 14 ). Clearly from the Table 15 , it is clear that BSE at a health facility is negatively significantly related to the breast screening examination and breast cancer uptake among the students who participated in the study. The reasons for this phenomenon are outlined in the chapter five of the study screening uptake. Fear, Anxiety, embarrassment, social pressure and stigma are significantly associated to breast cancer screening uptake. There is significant association between fear, anxiety, Embarrassment and breast screening uptake (Chi square=7.837, df 2, p<0.05) and 62.59% of the total respondents did not undertake breast screening examination due to the fear associated to finding breast cancer (Tables  15-8 ). Social pressure and stigma is highly associated to clinical breast screening uptake (Chi square value=57.837, df=2, p<0.05) and 62.59% of the total respondents who did not undertake breast screening attributed it to the social pressure and stigma associated to it (Tables  17 and 19 ). There is a significant relationship between uptake of breast screening examination, student commitment and imparting knowledge to the student to outsiders as opposed to their studies the more their chance of undertaking BSE uptake is reduced (Table 20) . On the latter case student prefer to be addressed by stranger on matter that touches on their well being as opposed to their teachers something of which a time make them too shy off or even stop communicating their problems if there did exist any.
The influence of psychosocial factors on breast cancer screening uptake
Summary, Conclusions and Recommendations Introduction
The main focus of the study was to investigate on the factors that promote or discourage breast self-examination among secondary school students in Kisii South sub-county. The findings of the study will contribute some knowledge to stakeholders, policy makers on how to come up with more effective curriculum to promote/enhance impede the looming cases of breast cancer not only among the students in the county but also the entire country and to great extent the entire world. This chapter presents summary of the study and research findings as per the specific objectives of the study, conclusion and recommendations on the possible ways of addressing breast cancer. Asymp. Sig. 0.00 0.00 Table 17 : Social pressure and stigma associated to breast cancer may prevent students from going for early breast cancer screening. Asymp. Sig. 0.000 0.000 
Some Cultural beliefs and practices in the community may prevent students from undertaking breast examination and screening for breast cancer
Discussion of the findings
The overall purpose of the study was to do an examination on the factors that promote or discourage breast self-examination and screening among secondary school students in Kisii south subcounty and come up with various proposals on how these factors can be improved to make sure that this menace is curbed. The specific objectives of the study were: c. To explore the extent to which secondary school student's access screening facilities, undertake BSE and breast cancer screening.
d. To explore the role of socio-economic, cultural and demographic factors (SECDs), attitude, fear and embarrassment on the student's uptake of screening for breast cancer.
Students level of awareness about breast cancer, BSE and breast cancer screening:
Most of the respondents precisely 54.4% were unaware of the existence of breast cancer, BSE and breast cancer screening. This can be attributed the factors that have already been mentioned in chapter four.
Institutional characteristics in breast screening uptake among students: Significant associations were found between: Breast health education at school and breast screening uptake, guidance and follow up by nurses on BSE and the uptake of screening, advertisement on breast cancer screening and the uptake of breast screening, and the respondents' knowledge concerning breast cancer screening and uptake of screening. Eighty nine point one percent of the respondents who did not undertake screening had low knowledge about breast cancer and the screening process and 85.4% of the students who did not undertake clinical breast examination had never been provided with breast health education either at a hospital facility or at school. Nurses or teachers had never guided Eighty eight percent of the students who did not undertake BSE on the necessity and agility of conducting BSE.
Psychosocial factors in breast cancer screening uptake: A significant association was found between: fear and breast screening uptake, the anticipated pain during a breast cancer screening uptake among the respondents, socio-stigma and clinical breast screening uptake, the concern that breast screening is embarrassing and the uptake of clinical breast examination. Thirty eight point seven percent of the respondents did not undertake BSE due to the fear associated to finding breast cancer, whereas 94.7% of the respondents held that the pain and discomfort associated to breast cancer screening was a deterrent to its uptake, especially among students. Only 26.4% of the respondents held that embarrassment inhibits breast-screening uptake.
Cultural and religious practices in breast screening uptake among the students: There is significant association between cultural practices and breast screening uptake among the respondents. Religious practices and clinical breast screening uptake have significant positive association. Ninety two point eight percent of the respondents who undertook clinical breast examination held that some cultural practices may influence breast screening uptake.
Socio-economic and cultural factors in breast cancer screening uptake:
There is significant association between; travel distance to the screening facility and clinical breast screening uptake, the cost of screening and the uptake of clinical breast screening, Commitments and the uptake of clinical breast examination among the respondents. 41.9% of the respondents did not undertake breast screening due to the long distance to screening facilities, whereas 47.3% of the respondents did not undertake clinical breast examination due to the high cost of screening. In addition, there was a significant association between; the socio-economic status of the respondents and breast screening uptake, Socio-cultural factors and clinical breast examination, educational level of the respondents and breast screening uptake. 36% of the respondents who did not undertake breast screening attributed it to the socio-stigma associated to breast cancer.
Demographic factors:
Demographic factors such as age and travel distances and travel distance to breast screening uptake were found to be significantly associated to breast screening uptake among students. There is actually a negative association between age and clinical screening uptake. From the descriptive analysis done on age illustrated in Figure 3 , the respondents within the age bracket of 14-16 years had the highest uptake while the respondents in the age bracket 20-22 years had the least uptake of breast screening uptake considerably the least breast feeding hence breast screening uptake considerably decreases with increase in age an aspect which can be attributed to loss
Correlations
Have you ever gone for clinical breast examination/screening? Social and Educational Commitment deny students enough time to undertake early breast cancer screening in specialized health facilities.
The teaching of breast health, Breast self-examination and screening for breast cancer should be carried out by other professionals outside the school rather than teachers. of keenness about breast health on assumption that all is okay. Most respondents within the age bracket 14-16 years are believed to be active on issues related to breast health and to a greater extent its uptake may be to the closeness to the nurses and matrons in the boarding schools who sensitize students on ways of how to conduct BSE and vitality of breast cancer screening as opposed to students in the same age bracket but coming from the mixed day schools in the rural areas. This can be due to other factors that can be generally be categorized as the institutional factors and proximity which also has a negative association with the uptake of the BSE. Majority pointed out that the distance to the screening facility played an important aspect in terms of whether they would take BSE or not. The greater the distance the higher cost which would not be met by the school going students.
Implication of the study findings
45% of the students interviewed indicated that they had never undertaken any form of breast screening for some reasonable duration, hence the need for more innovative and aggressive ways to improve breast cancer screening uptake among the female students in school. A majority of the respondents (29.25%) received information about breast cancer and screening through the radio, hence the need to explore the diversification of radio programmes and advertisements on breast cancer screening to create greater awareness, correct misconceptions and promote breast screening uptake. Forty one point nine percent of the respondents did not undertake breast screening due to long travel distance to screening facilities, hence the need to explore the introduction of mobile screening units to mitigate the influence of long distances to screening facilities on screening uptake.
Conclusions
The proportion of students in Kisii Sub County that have ever undertaken any form of breast cancer screening in the past is 24.49%. Socio-economic Cultural factors, travel distance to screening facility, cost of screening, most cultural practices and socio-commitments have significant negative correlation with breast cancer screening uptake. However educational level, socio-economic status, most religious practices and socio-cultural factors have a significant positive association with breast cancer screening uptake. Psychosocial variables such as fear, anxiety, stigma and concern for embarrassment were found to be significantly associated to breast cancer screening uptake among the respondents. Institutional characteristics such as Breast Health Education, guidance and follow up by nurses on BSE, Advertisements on breast cancer and screening have significant and positive correlation with breast cancer screening uptake. The level of respondent's knowledge about breast cancer and screening has a significant positive association with breast screening uptake. This study therefore affirms that socio-economic and cultural factors have association with the women's uptake of breast cancer screening. There is association between psychosocial factors and breast screening uptake among female students. There is association between institutional characteristics in MCH clinics and breast screening uptake. There is association between the student's knowledge about screening and the uptake of breast cancer screening.
Recommendations
This study makes the following recommendations: The Ministry of Public Health and Sanitation through hospital authorities should diversify Breast health education in schools through the consent from the Ministry of Education to incorporate; more breast health education sessions, guidance by nurses on BSE and regular follow up by nurses to ensure compliance. The Ministry of Public Health and Sanitation in collaboration with the Ministry of Education should intensify advertisements on breast cancer and screening through; radio, internet, television, issue of brochures and posters to bring about increased awareness and an attitude change to promote uptake. The Ministry of Education and that of Public Health should work on a policy framework to disseminate breast cancer screening information to female students at the tertiary level through an integrated curriculum and public forums to counter fear and misconceptions. The Ministry of Health should come up with a breast cancer screening policy to facilitate subsidies of consultation and screening fee and introduce mobile screening units to bring services closer to the students willing and are unable to do uptake breast cancer screening due to proximity so as to improve the students well-being health wise improve uptake. 1 . Study on the factors that influence the adoption of breast health education in middle level colleges 2. Study factors that hinder the formulation and implementation of breast screening education in the secondary school curriculum and to some extent in the tertiary lever colleges.
Suggestions for further research
